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Reply to the Editor: 
Several clinical studies are underway to test the efficacy 
of ventricular resection surgery as a therapy for patients 
with dilated cardiomyopathy. While the community awaits 
the results of these clinical studies, several investigators 
have applied mathematical modeling to more rigorously 
test the theoretical basis for this procedure. However, the 
results from a given model may be inftuenced not only by 
the fundamental assumptions of the model but also by the 
particular set of parameters chosen for the model. Con-
fticting results and complexities of the models lead to 
confusion among clinicians as to the value of modeling. 
The role of ventricular resection for the treatment of 
dilated cardiomyopathy cannot be determined by theoret-
ical analyses, no matter how sophisticated or apparently 
realistic the model. The efficacy of this procedure will only 
be determined through intelligent clinical study design 
and proper interpretation of the resultant clinical data. lt 
should be recognized that the utility of modeling is to 
expose physiologic principles that are otherwise masked 
by the complexities of cardiovascular interactions. Models 
are particularly useful when there is a lack of available 
techniques to make the necessary measurements in pa-
tients. These principles aid in interpreting clinical data 
and sometimes in helping optimize certain aspects of the 
therapy. 
The fundamental principles revealed by our modell are 
as folIows: Ventricular resection results in increased end-
systolic elastance (apparent increase in chamber contrac-
tility), but also in increased diastolic stiffness. These 
offsetting effects on systolic and diastolic properties result 
in little change (we aetually prediet a slight deerease) in 
stroke volume at a given filling pressure (i.e., the Starling 
relationship is slightly depressed). Ejection fraction is 
increased primarily because of the decrease in end-dia-
stolic volume, not because of an increase in stroke vol-
urne; therefore, this increase in ejection fraction should 
not be interpreted as an increase in chamber contractility. 
Wall stress is decreased at a given peak ventricular 
pressure, but the significance of this is uncertain. Accord-
ingly, the success of the procedure (based on hemody-
namic criteria) should not be judged by indirect measures 
of chamber eontractility (such as ejection ffaction); func-
tional measures such as the Starling relationship or max-
imum oxygen eonsumption are more appropriate. 
The limited available data are already eonfirming these 
prineiples. Early clinieal studies revealed little change in 
stroke volume as a result of the operation? More recently, 
Kawaguehi and as~ociates' measured pressure-volumc 
relations in patients before and after reduction surgery 
and confirmed our predictions, inc1uding apostoperative 
reduction in stroke volume despite an increase in end-
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systolie elastance and cjection fraction. Finally, in a study 
of four patients, Goresan and eolleagues4 found a marked 
increase in diastolie stiffness as measured by end-diastolic 
pressure-area relations. 
It is basically irrelevant whether or not the predictions 
of our model agree with those of another model. What is 
relevant is whether validity of the fundamental prineiples 
deduced from the model is con.firmed by results of c1inieal 
studies. In this regard, available data support our predic-
tions. 
REFERENCES 
Mare L. Diekstein, MD 
Henry M. Spotnitz, MD 
Erie A. Rose, MD 
Daniel Burkhoff, MD, PhD 
Columbia University 
New York, NY 10032 
I. Dickstein ML, Spotnitz HM, Rose EA, Burkhoff D. Heart 
reduction surgery: an analysis of the impact on cardiac func-
tion. I Thorac Cardiovasc Surg 1997;113: 1032-40. 
2. Angelini GD, Pryn S, Mehta D, lzzat MB, Walsh C, Wilde P, 
Bryan Al. Left ventricular volume reduction for end-stage 
heart failure. Lancet 1997;350:489. 
3. Kawaguchi AT, Sugimachi M, Sunagawa K, Takeshita N, 
Koide S, Verde JL, Batista RJV. Intraoperative left ventricu-
lar pressure-volume relationship in patients undergoing left 
ventricular diameter reduction. Circulation 1997;96(Suppl): 
I198. 
4. Gorcsan I III, Feldman AM, Kormos RL, Madarino WA, 
Demetris Al, Batista RJV. Heterogeneous immediate effects 
of partial left ventriculectomy on cardiac performance. Circu-
lation 1998;97:839-42. 
Pleural tenting for upper lobectomy 
To the Editor: 
12/8/90659 
Robinson and Preksto I showed that obliterating the 
apical space with a pleural tent shortened the duration of 
air leaks after upper lobeetomies. This in turn resulted in 
redueed ehest tube time and length of hospital stay. I have 
not noticed a significant difference in air leaks when 
comparing upper lobectomies with lower lobeetomies in 
my patient population. To establish whether any addi-
tional maneuver, such as pleural tenting, would be bene-
ficial to my patients, I examined data from the last 20 
consecutive patients in whom I performed upper lobe 
reseetions. These patients are part of an ongoing clinical 
pathway study group. For age and gender distribution, 
type of operation, ehest tube time, and length of hospital 
stay, see Table I. No mortality and no significant morbid-
ity were recorded, the mean length of hospital stay was 1.5 
days, and only one of these patients had to be readmit-
ted-a patient with severe emphysema who had a sudden 
episode of shortness of breath 1 week after the ehest tube 
had been removed. A small anterior ehest tube was 
imcrtcd for ä pneumothorax, and the patient was dis-
eharged the day after the re admission and had no further 
complications. Another patient had temporary vocal cord 
dysfunetion resulting from manipulation of the left reeur-
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Table I. Patient characteristics 
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Age 
Sex (yr) Lobe resected 
Day oi ehest 
tube removal 
Length oi stay 
(days) Complieations 
F 73 Right upper 
M 58 Left upper 
F 67 Right upper 
F 59 Left upper 
M 77 Left upper 
F 75 Left upper 
F 58 Right upper and middle 
M 65 Right upper 
M 69 Right upper and middle 
M 58 Left upper 
F 73 Left upper 
F 53 Right upper 
F 43 Right upper 
F 68 Right upper and middle 
M 61 Left upper 
M 58 Left upper 
F 62 Left upper with 
ehest wall resection 
M 77 Right upper and middle 
F 44 Right upper 
F 87 Right upper and middle 
re nt laryngeal nerve during mediastinal Iymphadenee-
tomy. 
Teehnieally, I do not do anything out of the ordinary. I 
earefully disseet the fissures and eomplete them with 
surgieal staplers, and all patients are extubated in the 
operating room. 
I eongratulate Robinson and Preksto for bringing to our 
attention pleural tenting and eoneur with them that it may 
be an invaluable tool in patients after large segmenteeto-
mies, partieularly in patients with emphysematous lungs. I 
further agree that this method should be available for the 
surgeon's use, as they noted in their closing diseussion. 
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Isolated bronchogenic cyst of the lower 
mediastinum 
To the Editor: 
12/8/90668 
In a previous issue of the Journal, Ribet, Copin, and 
Gosselin 1 described symptoms, locations, and treatments 
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Readmitted 1 week later 
with pneumothorax 
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Temporary left voeal 
cord dysfunetion 
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None 
None 
None 
None 
of bronchogenic eysts of the mediastinum. These cysts are 
an anomaly of the bronchial development from the prim-
itive ventral foregut that arises from cells isolated from 
the main pulmonary branches when the lung bud sepa-
rates from the primitive gut. 
We reeently operated on a 60-year-old symptom-free 
woman who had a tumor of the posteroinferior mediasti-
num evident on a ehest x-ray film. A radiogram taken 5 
years earlier showed no abnormalities. Computed tomo-
graphie scan of the ehest confirmed the presence of a 
lesion located in the left paravertebral region adjacent to 
the descending aorta. 
The mass was interpreted as a neuro genie tumor and a 
magnetic resonance imaging scan was obtained to assess 
the relationship with the intervertebral foramina. This 
latter examination showed a high signal intensity image, 
whieh was interpreted as indicating a cystic neurogenie 
lesion (i.e., neuroenteric cyst, anterior meningocele, or 
other neurogenie tumors; Figs. 1 and 2). The patient was 
opera ted on through a left lateral thoraeotomy. The 
tumor appeared eystie and translucent, with a thin wall, 
overlying the lateral aspeet of the deseending aorta at a 
juxtadiaphragmatic level. No eontact or eontinuity with 
the trachea, pulmonary hilum, or esophagus was present, 
and the excision was straightforward. 
Histologie examination revealed a ciliated eolumnar 
mucosallining with smooth muscles and bronchial glands. 
The content of the cyst was clear and sterile mueus. Thus 
the lesion was diagnosed as a bronchial cyst of the 
mediastinum. 
Even though bronchial cysts of the lower mediastinum 
and also of the subdiaphragmatic region have oceasionally 
